• Chemotherapy for recurrent, metastatic squamous cell carcinoma of the head and neck need not be known for extreme toxicity.
respectively. The rates of grade 3 and 4 worst-grade adverse events (AEs) per patient were 85% and 7%, respectively. Dose density through cycle 4 was preserved for all patients; however, treatment beyond cycle 6 with the TPC regimen proved unfeasible. Conclusion. Weekly docetaxel, cisplatin, and cetuximab is an effective regimen for patients with metastatic or recurrent SCCHN. Response rates, PFS, and OS compare favorably with other combination chemotherapy treatments. Grade 4 toxicity rates observed in this study were substantially lower than those described with regimens using less frequent, higher-dose chemotherapy schedules. The Oncologist 2018;23:764-e86
DISCUSSION
The motivation behind this project was our observation that the so-called EXTREME regimen, which is considered the standard of care by many for these patients, is appropriately named for its extreme toxicity and inconvenience. Our hypothesis was that the exchange of a taxane for infusional fluorouracil (5-FU) and a more frequent, lower-dose schedule in a regimen we have named "TPC" would preserve Clinical Trial Results activity while substantially reducing both toxicity and inconvenience. We believe the results of this trial provide preliminary confirmation of this hypothesis. The response rates we observed were numerically superior to two prior benchmark studies, and grade 4 AEs were markedly lower than seen in these same benchmark studies.
Although the field is evolving with the development of immunotherapies and targeted therapies, we assert that regimens such as TPC could be considered instead of the EXTREME regimens in future development of definitive trials likely to involve combinations of immunotherapy and chemotherapy in this patient population [1] [2] [3] [4] [5] [6] [7] [8] . Patients with histologically proven SCCHN whose cancers were not amenable to treatment with surgical resection or radiotherapy with curative intent were enrolled on a Stanford University review board-approved, phase II study of TPC. Informed consent was obtained prior to initiation of therapy. Eligibility was restricted to patients with an ECOG performance status of 0-2 with measurable disease and peripheral neuropathy grade <2. Adequate organ function was required as follows: absolute neutrophil count >1,500/mm 3 , platelets >100,000/m 3 , aspartate aminotransferase and alanine aminotransferase <2.5 3 upper limit of normal (ULN; except when liver metastases were documented, in which case up to 5 3 ULN was allowed), total bilirubin <1.5 3 ULN (except if the patient had Gilbert's syndrome, in which case up to 2.5 3 ULN was allowed), and serum creatinine <1.5 mg/dL or an estimated creatinine clearance from 24-hour urine collection >50 mL/minute. Patients must not have received prior palliative chemotherapy. Patients who were treated with chemoradiation, radiation, and/or surgery as part of a curative plan were eligible, but this treatment must have been completed 3 months prior to enrollment. Criteria for exclusion were pregnancy, breast feeding, active infection, and prior grade 3 allergic or infusion reactions to docetaxel, cisplatin, or cetuximab. Patients with other malignancies treated curatively more than 1 year prior to enrollment without evidence of relapse at time of enrollment were eligible. Patients with brain metastasis were eligible only if there was no evidence of central nervous system (CNS) progression by CNS imaging at least 30 days after definitive CNS treatment (resection or radiation). Treatment Regimen A loading dose of 400 mg/m 2 cetuximab was given intravenously for cycle one. Docetaxel 30 mg/m 2 and cisplatin 30 mg/m 2 (TP) and cetuximab 250 mg/m 2 were then administered intravenously every week on days 1, 8, and 15, followed by a break during the fourth week of each 28-day cycle, for all subsequent doses. Carboplatin AUC 2 was substituted for cisplatin for renal or hearing impairment at baseline or during study treatment. If the loading dose of cetuximab was given more than 5 days before the first scheduled triplet dose, then cycle 1 included the loading dose and the three doses of triplet (TPC) therapy. If the loading dose of cetuximab was given less than 5 days before the first scheduled TP dose, then cycle 1, week 1, included the loading dose and TP only. If a dose of cetuximab was held during weeks 1-3, the dose was given during the fourth week. All confirmed complete responders were treated with TPC for an additional two cycles beyond confirmation of CR. Cetuximab was continued until disease progression. Dose reductions for agent-associated high-grade (generally grade 3 or higher) toxicities were incorporated as follows. The suspected agent was held for up to 2 weeks, then restarted at a lower dose while other agents were continued at the same dose. Any patients with AEs that had not resolved to grade 1 within 2 weeks were discontinued from study treatment for that particular agent. Dose reduction levels for docetaxel and cisplatin were 25 mg/m 2 and 20 mg/m If there was no improvement, cetuximab was discontinued. There was no dose reduction below dose level minus two for any agent. No dose re-escalations were permitted. If patients experienced a mild or moderate (grade 1 or 2) infusion reaction with cetuximab, the infusion rate was permanently reduced by 50%. Cetuximab was permanently discontinued in patients who experienced severe (grade 3 or 4) infusion reactions.
TRIAL INFORMATION

Response and Toxicity Criteria
Patients were formally evaluated for treatment-related adverse events from the time of their first dose of TPC. This included lab value analysis (blood counts and serum chemistries) and clinical evaluation prior to every systemic therapy dose, which occurred 3 out of every 4 weeks while patients were on combination treatment and weekly without break during their cetuximab-only treatment times. Toxicities were graded according to the Common Terminology Criteria for Adverse Events, version 4.0 [9] . Toxicities were followed until resolution. Tumor response and progression was evaluated using the Response Evaluation Criteria in Solid Tumors (RECIST) guideline, version 1.1 [10] Patients were assessed for response every 8 weeks 61 week. The best overall response was the best response recorded from the start of treatment until disease progression or recurrence, taking as reference for progressive disease the smallest measurements recorded since the treatment started.
Statistical Considerations
The primary objective of the trial was to determine the overall response rate to TPC. A two-stage Simon design was used with an a error type of 0.1 and b type error of 0.1 [11] . Because there were at least three responses seen in the first 10 patients, additional patients were enrolled until 27 patients who were evaluable for response were treated. Patients must have received at least one cycle of weekly TPC in order to be evaluable for response. Using these criteria, we posited that 10 or more responders would be the benchmark by which we would declare this regimen to be of further interest. Secondary endpoints included achieved dose intensity, PFS, OS, and toxicity. OS and PFS were defined as the interval from first chemotherapy treatment to death or progression of disease, respectively. Kaplan-Meier survival estimates were used for evaluating PFS and OS with pointwise 95% confidence intervals (CIs) calculated on log (survival). Median survival estimates were obtained from the Kaplan-Meier estimates, as were 95% confidence intervals for median survival equal to the range of survival times for which the confidence intervals contained 0. We set out to conduct a trial of weekly docetaxel cisplatin (or carboplatin) and cetuximab in patients with metastatic or recurrent squamous cell carcinoma of the head and neck (SCCHN) in order to ask whether this combination of agents dosed on a weekly schedule could preserve response rates while diminishing toxicity in this patient population. We saw a 56% response rate (15/27 patients). Thirty-three percent (9/27 patients) had the responses confirmed with follow-up imaging per RECIST. Although this RECIST-based confirmed response rate was below our planned benchmark, it is worth noting that in the Vermorken and Gibson studies, which are regarded as definitive benchmarks for response to platinum, fluorouracil and cetuximab (PFC) and platinum and paclitaxel (PT), formal RECIST criteria were not used. Therefore, the response rate we observed with docetaxel, platinum, and cetuximab compares very favorably with these latter two studies, that is, 56% compared with 36% and 27% [4, 8] . Our median progression-free survival and overall survival rates of 4.8 months and 14.7 months compare favorably with both the above randomized control trials and multiple other chemotherapeutic regimens used in this setting [3] .
The most remarkable observation we made was a very low rate of high-grade adverse events. Specifically, there were only two grade 4 adverse events described, both clinically insignificant lymphopenia. This number compares very favorably with prior studies, in which grade 4 adverse event rates ranged typically from 30% to 50% for chemotherapy doublets and triplets administered once every 21 days [4, 8, 12, 13] . Our adverse event (AE) data are consistent with another report of weekly docetaxel and cisplatin in this setting [14] . Although this diminution in high-grade adverse events is promising, we are uncertain as to whether it can be attributed to the substitution of a taxane for fluorouracil, the weekly dosing schedule, more frequent monitoring, or higher attention to supportive care in this single-institution study. We view these AE rate reduction results as very promising but preliminary, for it is impossible to say whether such results extrapolate to a larger multiinstitutional experience.
With the emergence of promising new immunotherapy treatments (in particular the recent approvals of nivolumab and pembrolizumab for the treatment of SCCHN in the recurrent metastatic setting) it is difficult to predict what place chemotherapy will occupy in future clinical practice. It is worth remarking that monoclonal antibodies targeting PD-1 have limited activity in this disease, with a response rate of only 13% in the recently published randomized controlled trial for nivolumab [5] . We suspect that the greatest benefit to the new immunotherapy compounds, either alone or in combination with other immunotherapy compounds, is likely to be realized with treatment plans that integrate immunotherapy and conventional systemic therapy. Regimens less toxic than the EXTREME regimen or standard high-dose cisplatin will need to be tested in combination with immunotherapy in order to achieve the goal of maximal anticancer activity with a reasonable toxicity profile.
We believe our results seen in this patient population justify further development of this regimen. Given the changing landscape of treatment options in patients with head and neck cancer, it will be necessary to explore more definitive comparisons with the present chemotherapy standards while simultaneously exploring integration with immunotherapy. 
